In many European countries, sonographers do not exist as a professional group as they do in the UK, and most, if not all, obstetric and gynaecological ultrasound is undertaken by obstetricians and gynaecologists themselves. This is not the model that we would expect to follow in the UK. We have fewer specialists than most other countries, and their workload is clearly defined. Their main roles will, in the meantime, be mostly spent in antenatal clinics, labour ward, outpatient clinics and operating theatre sessions.
Obstetricians and gynaecologists are very unlikely to be in a position to want to, or be able to, perform even 10% of routine screening obstetric ultrasound examinations, for example. However, it is clearly desirable for obstetricians and gynaecologists to have been trained well in basic skills so that their scanning in antenatal and gynaecology clinics and on the labour ward is safe and reproducible. Further, it would be mutually advantageous for those with advanced ultrasound skills to be integrated within ultrasound departments (whether in obstetric, acute gynaecology or early pregnancy units). This would afford them the opportunity to maintain competence and provide valuable clinical input to the management of women seen in these units.
In addition, it may take some of the strain off hardpressed sonographers struggling to implement first and second trimester ultrasound screening programmes for Down's syndrome and fetal anomaly detection. This can be a 'win-win' situation, and what we have called the 'training dividend'. This arises when those obstetricians and gynaecologists, having been trained and developed specialist skills, return the investment in time to the department that trained them.
The ultrasound curriculum comprises basic and intermediate modules. Basic competences are not, in comparison to a sonographer's expertise, particularly ambitious. Each trainee should be able to carry out a dating scan at 8-12 weeks and to undertake some aspects of obstetric scanning, particularly those pertinent to assessment in later pregnancy (e.g. amniotic fluid index assessment, fetal lie presentation, placental site).
Nevertheless, moving from a position where a minority of the workforce is trained in basic ultrasound to the vast majority being trained is going to be a considerable challenge, not least because it needs to be accomplished within a tight timeframe (2 -3 years). We appreciate that organization and funding will be required to produce adequate time for training and this is often determined locally by individual Trusts.
To help this process, the Royal College of Obstetricians and Gynaecologists (RCOG) has appointed one of the authors (CL) as RCOG Ultrasound Training Officer, with a remit to facilitate good practice and to act as a resource for the Deanery Ultrasound Co-ordinators. Co-ordinators are appointed by each School of Obstetrics and Gynaecology. A network of Local Ultrasound Supervisors at Trust level (sonographers and/or medical staff ) will liaise with the Deanery Ultrasound Co-ordinator. Presently, the RCOG is developing a template for 'training the trainers' courses, models for independent trainee assessment within Deaneries and commissioning a report on the use of simulation and phantoms for training.
The RCOG will ensure that there is clear communication between the various committees involved in strategic delivery of the curriculum, with direct input from the Vice-President for Education and the Chair of the Specialty Education Advisory Committee.
Outside the RCOG, interactions are with the Royal College of Radiologists (RCR), the Society and College of Radiographers (SCoR), the International Society of Ultrasound in Obstetrics and Gynecology (ISUOG), BMUS and other specialist societies. We are now developing collaborative links with BMUS in the context of standards and training.
Already many regions in the UK have made significant progress in training their obstetricians and gynaecologists. Others have encountered difficulty in providing time and resources for this. We do not have a remit for determining what happens in every Trust as this will be best decided by those at the 'coal face'. It is worth noting that the quality of ultrasound training provided in every unit will be regularly assessed by Heads of School for every Deanery.
We are clear that while training must be offered, standards must be maintained and to this end the assessment process is critical, and it is designed to be robust. The RCOG understands that sonographers will have a central role in both the training and assessment of obstetricians and gynaecologists learning ultrasound and is very encouraged by this. In this context, objective and reproducible assessment will be evidenced by RCOG workplace-based assessments, which may be completed by medical or nonmedical training supervisors. It is vital that trainers are familiar with the use of these tools, and web-based resources are available on the RCOG website to support trainers (see http://www.rcog.org.uk/education-and-exams/postgraduate-training/workplace-based-assessment). The RCOG curriculum, assessment tools and information are available at http://www.rcog.org.uk/education-and-exams/curriculum/ ultrasound.
We are delighted to have had such constructive discussions with the SCoR, and also that BMUS has given us this opportunity to let its members know about the changes that will affect us all in relation to ultrasound training. We foresee a close working relationship between these organizations and the RCOG in the future.
